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e j , STANDARD CERTIFICATE OF DEATH stare Fite o, 1282
<Y d [BiRTH W, REG. DIST. NO. _l FRIMARY REG. DIST. m.ﬂﬁ Registrar's No.Mr e ...........
¢ 1. PLACE OF DEATH 7 USUAL RESIDEMCE (Whare decrssed lived. If Lostitution: reskioncs befors
a. COUNTY a. STATE _ % b. COUNT: . aduisslon).
f Jefferson -Missquri ﬁe:molds 0‘?0::
b. %EY (If outciths corpurate limits, write num:..nd;i"..m , €. A!;(EIQGTB OF) c. ng (2 mamice oot pooby itmits, writs RURAL acd give township)
a own  Hillsborough  “==7| EVwaewy Black™ /
m. d. FE&PI;"I'A:"[‘,EO%F (If mot in hospital or jnmitution, cive sirest addrem or locstlon) d. STREET (i 'raral, wive loeation)
g
9 hentuTion Cedar Grove Nursing Home| APPRES
4] = g T
o 3. gs%’éﬁs%f: A (Fisy) b. (Migdle) &~ C. (Last) 2 DATE (Month) (Dn aan)
o | DRCEASED  THOMAS ~ WILSON ~ HARRISON WOF. Dec. 9 19sd"
ﬁ 5 SEX . & COLOR OR'RACE | 7. m%ﬁ.}eo. rsflsvgncrgsamm, 8. DATE OF BIRTH 9. AGE (La vears] IF UNDER | YEAR | IF UNDEN 14 IS
(Bpecify) t day) |Mogthe Hou: Min.
'S male white' WEBRWERE ™ = | aug. 3 1870 | : (o i
5 10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE (State or forelgn conntry) 12, CITIZEN OF WHAT
4 done during noet of working life, svan if retired) D Y -ﬁg,jg’rnyq
A arner own farm Reynolds Co., Mo. (O
< 13a. FATHER'S NAME ) 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSEBAND OR WIFE
William Harrison Lucy Drake Mary Ellen Harrison
ﬁ 15. WAS DECEASED EVER IN U5 ARMED FORCES? | 16. SOCIAL SECURITY |17 INFORMANT'S 51GNATURE OR NAME ADDRESS
; W-.u.wuﬁ%-n) I {If yus, give war or dates of rervice) no . NO. ujilliam HaI‘I‘iSOD,II‘OI’ltOn N[O.
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL SETWEEN
b4 . Enter only onacause per |. DISEASE OR CONDITION . * AND DEATH
2 |I'tine for (&), (), and (¢ | C'RECTLY LEADING TO DEATH* (4 . .
= *This does not mean | ANTECEDENT CAUSES : . g . ] .
S || the moce of aving, such | rtortic conditions, if ang, gioing DUE TO (5) y lotes
- ab heart fablure, asthenia, | rise to the abote cause (o) stathap . ]
B Woae 16 means the dis- | -Ohe underlying couselost, c. . . - - A e -
o case, infury, or complica- DUE TO (c.)
. tion tohich caused deagh, | 11. OTHER SIGNIFICANT CONDITIONS .. = ;. L
' Z Conditions eontributing to the death but 2ol "’
g t ¥ Pl
; 9 related to the discase or condifion causing degth. . = é a )
i b 19a. .DATE OF .OPERA-'] 19b. MAJOR FINDINGS OF OPERATION-. L. P e L o 1 20. AUTOPSY?
o - - TION S - .
| =] YES D nom
" - m |t 218, ACCIDENT (Bowcily) 21b, PLACEOF INJURY (e.s..inétabous | 21c. (CITY, TOWN, OR TOWNSHIP)' (COUNTY) (STATE)
e SUICIDE home, farm, Iactory. atreet, elfice blds..eve) . .. . -
Z HOMICIDE _ _ — o T
g 214, TIME (Mooth) (Duy} (Yess) (Hown | 21e. INJURY OCCURRED | 2)f. HOW DID INJURY OCCUR?
: WHILEAT[—] NOT WHILE
:1 INJURY WORK AT WORK . - : .
? 22 I hereby ify that I atle ended the deceased from fL 192 to M 19;.@ !hat 1 last zaw the dcccasad
'ﬁ alive on 19_@ and that death occurred al 2_3_0P m,, from the eauses and on the dale slaled above.
2 ||=s (Degzon o um) 23p. ADDRES l 2. DATE SIGNED
B P Ropcac. (2. ol Oy S P2es . )10
E 24a. BURIAL. CREMA- | 24b, DATE 2%. NA’dE OF CEMETERY 'OR CREMATORY | 24d. LOCATIGN (Oity, town, of county) (5tate) .
g ALy [ 12-11-50 Black Cemete:r’yr Black' Missouri ™ .
. |\ DATE REC'D BY LOCAL REGISI’R.ARS SIGHATURE ]Lf-l FUNERAL DIRECTOR'S smurun o ‘ADDRESS
Yiols /5= RES. Whi Funersa me, Ironton Mo.
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or )

________________ Student Embalmer No,
working under tny personal supervision.

Student R P T T PR PR Y seve
. Student Embalimer

Licensed Embalmer No é? oy

P. O. Addf!ﬂmtg }M%)ﬂcq

Note: The above MUST BE SIGNED BY THE [.ICENSED EMBAI.MER in his OWN HANDWRITING (Failure to comply with
the above constitutes grounds for revocation of hcense.)

~If this body is not embalmed,fact should be so stated above. T A ST




